Over the years several investigations have been made into the nationality of patients attending the venereal diseases clinics of Great Britain by the British Cooperative Clinical Group (1956 , 1963a . The results of these surveys are of special interest in inland areas where promiscuity is found especially in migrant immigrants, but at seaports peripatetic native and foreign mariners are equally promiscuous (Schofield, 1964) . Much of the venereal disease seen at seaports is imported; Haro and Patiala (1961) reported that 50 per cent. of the cases of gonorrhoea seen in Finnish seamen were acquired abroad.
The investigation reported here was planned to estimate the amount of venereal disease imported by mariners into the locality of the VD clinics at South Shields and Tynemouth, to compare the origins of mariners with the source of their infections, to see if there were patterns of behaviour common to infected mariners, and to review methods of limiting the importation of venereal disease into the country through the seaports.
Methods and Materials
At the VD clinics in South Shields and Tynemouth, a note was made of the nationality of mariners attending as new patients during 1963, and of the port in which they had run risks causing them to attend. Where multiple risks had been run, then that causing most anxiety was the one noted. Only new cases were considered, and no account was taken of those attending with travelling books.
Nationality was taken to refer to the place of birth rather than to the ethnic group of the patient. In keeping with the clinic contact records, Great Britain was divided into three areas: A. Local, the area normally served by the two clinics; B. The rest of North-east England, the area covered by the other venereal diseases clinics on the rivers Tyne, Wear, and Tees;
C. Elsewhere in Great Britain, i.e., the rest of England, with Scotland, Wales, and Northern Ireland. The rest of the world was divided into ten arbitrary areas as follows:
(1) Eire.
(2) Scandinavia (Norway, Sweden, Finland). Table IV . Because of its short incubation period it is not surprising that only two infections were acquired outside Europe. There were more risks than patients from the locality of the clinics, from the "rest of North-east England" (no patients at all), and Scandinavia, while there were more patients than risks from "elsewhere in Great Britain" and Southern Europe. Only Europeans were infected in Northern Europe. Kiistala, and Salo (1963) , who found in Helsinki during 1961 that 9 per cent. of all male gonorrhoea was imported, although in the 15 to 19 age group the incidence rose to 19 per cent. These figures reflect the differences in clinic populations, the two local clinics having a much higher proportion of mariners.
This high rate of imported disease in the seaport clinics is of the greatest significance, because there can be no control, much less eradication, of these diseases within the country while these fresh infections, which maintain the reservoir, continue to be imported. Mariners, both native and foreign, are just as promiscuous in seaports as are the peripatetic immigrants inland so it is imperative to prevent the infections they import from being spread to the local promiscuous women, that first step in the dissemination of the diseases. Immigrants do not bring any notable amount of disease with them, but they do increase the spread of infections already within the country. Tables I and II is underlined in  Tables III to VI . Taking the areas as chosen for this investigation, only 57 (21 -8 per cent.) of the 268 mariners ran risks in their own areas, and if all Great Britain is considered as one area the figure rises only to 102 (37 -1 per cent.). Therefore in over 60 per cent. the nationality of mariners was irrelevant.
Table VII sets out the separate patterns of behaviour associated with different conditions. These patterns are governed in part by the varying periods that the diseases take before symptoms become apparent, and on these to a certain extent depends where the patient seeks treatment, but some mariners wait to seek aid until they are within, or in some cases out of, a particular area.
There were few cases of syphilis, but they were all acquired either in the mariner's own country, or locally. The long interval between risk and symptoms was enough for some to have come from as far away as India, or to have returned to the Tyne from a foreign voyage having been infected in the locality of the clinics.
All the mariners with lymphogranuloma venereum were infected in Brazil, although in the past patients seen in the clinics have been infected in the Caribbean and West Africa. The governing factors were infection in the tropics and development of symptoms in transit to the Tyne.
Those suffering from gonorrhoea presented the generally accepted pattern of behaviour of those with venereal disease. The commonest sequence of events was for a visitor to come for treatment having run a risk elsewhere, and not in his own area; the second commonest was for a visitor to have run a risk in the locality of the clinics. In both these cases the peripatetic person, outside the mores of his own people, had lowered his moral standards and exposed himself to infection, but sought treatment when symptoms appeared and before returning to his own area. The third commonest sequence was for a visitor to have been infected in his own area, and here possibly two factors are concerned: the symptoms of gonorrhoea became so marked on the outward trip from his port that he needed treatment quickly, and furthermore he wanted to be cured before he returned home. There were few local mariners, and they were infected as often locally as elsewhere. When the latter was the case their symptoms appeared on the return trip, but they were unable to get treatment on board ship. When the former, they were often standing by a ship and thought the risk had been "safe". It was rare for an experienced mariner to have been infected in his own port.
In non-gonococcal urethritis and in those with no venereal disease the patterns of behaviour of the patients concerned were similar. By far the commonest was for a mariner, either local or a visitor, to run a risk outside either his own area or the locality of the clinics. The local mariner did not seem ashamed to attend the clinic, but possibly the long interval between the risk and attendance lessened the chance of the stigma of venereal disease in his own eyes. Check-ups were often taken many months after the risk concerned. A certain number of the mariners in this group were treated on board ship for various conditions, often urethritis, and the exact diagnosis will never be known, so the attendance at a venereal diseases clinic was, in effect, for a final test of cure.
The common factor is of risks being run elsewhere, the majority of venereal disease not being acquired in the port where treatment is sought, but being imported. If this importation could be controlled, either by treating mariners before they infected the promiscuous women in the ports, or by treating these women before they infected the local men, then, but not until then, could some control be attained over the reservoir of infection in the country as a whole.
The first line of defence against the importation of venereal disease is by treatment of the mariner on board ship. Possibly 50 per cent. of gonorrhoea in mariners is so treated (Schofield, 1964 One looks forward to effective international tracing of contacts as the medico-social management of venereal disease becomes more widespread and its value acknowledged. In practice it will be difficult at first, even with a suitable proforma, such as that recommended by Burgess (1963) , unless the name and address of the contact is known. Possibly certain circumscribed areas could be chosen for preliminary trials-one might well be the North Sea-Baltic area. From this area and Great Britain came 38 cases (73 per cent.) of gonorrhoea in mariners.
In their descriptions of contacts mariners often strike one by their lack of observation, conscious or otherwise, of points which could help in identifying local women. There is often an obvious attempt to flatter, especially with regard to age and also appearance, even when an honest attempt is madeoften it is not. Usually alcohol is blamed for the amnesia, an amnesia not borne out by the ability of some to retrace their steps at a later date with identical consequences. Most men do not want to be known as informers in case of reprisal by the woman or others, although more are becoming co-operative when it is explained to them that it is for the sake of the woman's health alone that we want her to attend for treatment, which will be confidential, and that she will never know from us who named her.
If contact tracing is to be effective on an international basis, then not only should the informants have a guarantee of secrecy for their treatment and information, but it must be clearly understood that the contact named, male or female, will enjoy equal secrecy of treatment wherever it is carried out. For this reason it is important that all such information should be treated as medical confidence, and be passed from clinic to clinic rather than through lay people in municipal authority offices. (1) 
Summary and Conclusions

